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Checklists: Are really necessary in the routinely clinical practice?Patients safety is a fundamental component of good quality
health care. Despite the remarkable improving in knowledge in
all medical ﬁelds, people continue to die for nonsense. And what
was the surprise? To ﬁnd that the most frequent errors occur in
the simple procedures. Taking into account that we are over-
whelmed by the complexity of the procedures and that we have
reached the highest speed in doing all with a maximum amount
of information and decisions to be taken in few time, the checklists
are now a real need. Simple problems such as several cases of infec-
tion in the hospitals, due to the lack in washing the hands may be
easily solved just with a checklist to be veriﬁed before catheterizing
patients.
Nowadays, surgery has become an integral part of the global
health care, with an estimated 234 million operations performed
yearly. The World Bank reported that in 2002, an estimated 164
million disability-adjusted life-years, representing 11% of the
entire disease burden, were attributable to surgically treatable
conditions.1 Moreover, the estimated perioperative rate of death
from impatient surgery is of 0.4–0.8% with a rate of major
complications of 3–17%.2,3 These rates are likely to be much
higher in developing countries. Thus, surgical care and its atten-
dant complications represent a substantial burden of disease,
worthy of attention from the public health community world-
wide. Data suggest that at least half of all surgical complications
are avoidable. A growing body of evidence also links teamwork in
surgery to improved outcomes, with high functioning teams
achieving signiﬁcantly reduced rates of adverse events. A surgical
safety checklist may improve team communication and consis-
tency of care reducing complications analyzing few main items:
the status of the patient’s airway before administration of the
anaestehtic; the use of pulse oximetry at the time of initiation
of anesthesia; the presence of at least two peripheral intravenous
catheters or a central venous catheter before incision in cases
involving an estimated blood loss of 500 ml or more; the admin-
istration of prophylatictic antibiotics within 60 min before inci-
sion; oral conﬁrmation, immediately before incison, of the
identity of the patient, the operative site, and the procedure to
be performed; and the sponge count at the end of the procedure.
As a result, it has been documented an increase in the adherence
to the antibiotics prophylaxis from 56 to 83%, reducing the rate of
surgical-site infection by 33–88%.4 Besides, the World Health
Organization (WHO) recommends routine use of a surgical safety
checklist prior to all surgical operations. It has been shown that
the implementation of the WHO Surgical Checklist reduced in-
hospital mortality: the rate of death of 1.5% before the checklist
was introduced declined to 0.8% afterward and the inpatient
complications from 11 to 7% after the introduction of the check-
list.4–6 Moreover, young doctors are indicated, in the WHO1743-9191/$ – see front matter  2012 Surgical Associates Ltd. Published by Elsevier Lt
doi:10.1016/j.ijsu.2012.02.005surgical safety checklist, as the agents for a future improve of
surgical safety.7
Also in the ﬁeld of Randomized Clinical Trials (RCTs), a group of
scientists have developed and then revised with further update in
2010, the CONSORT (Consolidated Standards of Reporting Trials)
statement which consists of a checklist that authors can use for
reporting an RCT with the aim of facilitating investigators and
others to write or appraise trial reports.8
The ideal checklist may be simple, in few points, allowing to be
checked by all (nurses, surgeons, anesthetists) to verify the correct
execution of the process (surgical, endoscopic, diagnostics, thera-
peutic) with the objective of correcting one another regardless of
the roles and the hierarchy. In all procedures there are the so called
‘check points’ in which one can still stop and check if all is made in
the correct way. In a surgical room, for example, there are three
pause points: before patient sleeping, before the surgical incision,
and before leaving the surgical room.
In our clinical practice, we check the correct name of the patient,
the side of the intervention, the antibiotics prophylaxis, the avail-
ability of blood, the complexity of the procedure and its risks, the
name of the surgeons, anesthetists and nurses, the sterility and
the availability of all surgical instrumentation and their proper
function before patient sleeping, followed by verifying the correct
number of surgical instrument and lapatomic gauzes before the
suture. The succeeding check point is before discharge the patient
from the surgical room to test the correct antithrombotic therapy,
leakages, hemoglobin, electrolytes, blood pressure, blood oxygen
saturation, heart frequency, the need for blood or liquid supple-
mentation. Those check points are tested by all people in the
surgical room to maximize the level of control. It is hypothesized
that an improvement in the adherence to a checklist may be
obtained by performing it orally to create the highest awareness
in the surgical team on the basis of the so called ‘Hawthorne effect’
an improvement in performance due to subjects knowledge of
being observed.
Besides far from a routinely global basis applying in the current
clinical practice, it is to be encouraged, in the close future, the use of
speciﬁc checklists for all medical ﬁelds which are to be extended in
all hospital departments to avoid preventable in-hospital deaths
and disabling complications.
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